OFFICIAL SUPERIORY3 REPORT OF INJURY
AND LEATH
[To be submitted to U. 6. DEPARTMENT OF LABOR, Buxtau or ExrLorrrs’ COMPINSATION, 85 soon &s practicable after any Injury to & civil emplyes

d&cUnludsummuimdeklnuapcrtormnoco(dquhlchaumnnyducbmwtormkbcyo tbe day or shift on which the Infury occurred or
resita im any charge ageinst the Buresu for medical expense. Thls form should be sccompanied by C. AL L)

1. Department 2. Bureau or office ___
(Army, Navy, «tc.) (Engineer, Nawlgation, etc.)

Place of 3, place of employment N y mmmm e .
loyment (Arvemal wavy yard. ats.) (Ciny (Stata)
exp ]
4. Reporting office
(Lovation of reporting office or division Lccdqumn)
6. Name of superintendent or foreman in charge when injury occurred

8. Name of injured employeeJ AT _ QOI;(Z“ALE% h.g{omerov Age27_ 8.Sex M_ 9. Citizenship Cuban _
Give “3wd

10. Home address Miami , Flarida _
(Street end number) (City or Lown) . (8tats)

11. Occupation and division
(Give both, a4 laborer, hull divielon; halper, masking shop, ia.)
12. Total length of service with the Government as a civilian?

The injured I
employee and subsistence valued at $ per
! 138. Rate of pay on date of injury, $_3.2.Q,_O.Q_ per mnth_{

and quarters .valued at & per

Playa Giron, Cuba

14. Place where {njury occurred
: (Gncgfbawwl a4 nawy or number of duillding end division, sia)

15. Date of Injury 17 April 9OL s dayof week _ ____________ s hourofday . _____
. (v orpm)
16. Date employee stopped work ... ______, 19____; dayofweek ________________ ; hour of dLy e, L
(e o, 0r 3, -.)
17. Date employee's pay stopped . ______, 19.___; dayofweek _____________ —-; hour of day ______ -.)
- o P
18. Time of death _______J7 Apxil , 19681 —
(Gt'w dats end hoxr)
19, Place of death Playa _Giron,_ Cuba .
( Nusy of botpital, radilsdmral, ric.) (Cuty o sown, end Jtuie)

20. Immediate ‘cause of death —
) Eneny action

21. Describe i full how infury occurred : — -

22, State part of body MMed and nature and extent of Injury : A

Theicjmy 23. Was employee Injured while in performance of duty?! _Y£S_ _ If not, or In doubt, give detatled statement ____

24. Was injig caused by: .
(a) Willful misconduct of the employee? . NQ___ (b) Intention of employee to bring about injury or death

of himself or another? _NQ___ (¢) Employee's Intoxication? .__NO
(If any snsroery o thess questiony are mads i the afirmative ]-m reporting officer should eltech ex additional stotement glving the
Tosson Ais conolunon)

1831

If not, did immediate superior have actual

dz‘a @
knowl of hljum (Au\?r £, Form C, A 1. must be complets {f wotios was nol given within {2 Aovrs) . 8
26. Names and addressea of witnessd¥ 3o ﬁi ieet ..g
asC geoofd +q @
T S
Mehad 27. Name and address of physician who first attended case
28. To what hospital sent? . - Location g
L 1,
= 29. Widow of decessed employee None § 3
. (Gioc full mame)) (A dérene) A
. 30. Children of deeexied employee under 18 years of age, or those over 18 who are incapable of self-support:
Name. Date of birth
Dependeats None

R time of death:
= Namae Ralationship, Addres,

- Celina ROMERO de Gonzalez Mother Cuba
Modesto GONZALEZ Romero Bxother (NN Cuba

Signed this day of 135 o ,E ) _._:3.-4@ )

31. Names, relstionship, and addresses of all other persons known to be dependent, In any degree, upon decedent at@

T (Iigmalury ] TYPaATHng egvesr)

) ool o

at




